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journa l homepage: www.e lsev ier .com/ locate / i j idA 56-year-old man presented at our clinic for a second opinion
regarding a diagnosis of bilateral intermediate uveitis that had
resisted treatment with local and systemic corticoids for three
years. The patient had recurrent episodes of red eyes and blurred
vision, predominantly in the right eye. All previous diagnostic
tests were unrevealing. His medical history included arthralgia,
which is not normally related to intermediate uveitis, and cataract
surgery on the right eye several years earlier. No history of
intestinal disorders, weight loss, or feverwas reported. At our ﬁrst
examination visual acuitywas 10/100 in the right eye and10/20 in
the left eye. Many white ﬂuffy aggregates were present in the
anterior chamber (Fig. 1) and vitreous body of the right eye, along
with macular edema; however, there were no signs of retinal
vasculitis. The left eye showed only mild inﬂammation. Chest
radiography showed no signs of sarcoidosis or tuberculosis.
Magnetic resonance imaging of the brain was unremarkable.
Under suspicion of prolonged low-grade endophthalmitis, a
diagnostic vitrectomywith lentectomywas performed, andwhite
precipitates were collected for further analysis. Surprisingly, PCR
analysis of these samples revealed Tropheryma whipplei DNA,
leading to the diagnosis of ocular Whipple’s disease (WD). The
patient then underwent a duodenal biopsy, which showed
macrophages with periodic acid–Schiff-positive staining
(Fig. 2). PCR analysis of this biopsy specimen and of blood1201-9712/$36.00 – see front matter  2010 International Society for Infectious Disea
doi:10.1016/j.ijid.2009.11.038samples conﬁrmed the diagnosis of WD. Systemic antibiotic
therapy was started with ceftriaxone 2 g daily for 2 weeks,
followed by systemic oral application of trimethoprim/sulfa-
methoxazole for one year.
OcularWD can exhibit a broad diversity of inﬂammatory ocular
signs and should therefore always be included in the differential
diagnosis of anterior, intermediate, or posterior uveitis. Although
anterior and posterior uveitis are frequently associated with
arthralgia or arthritis, for intermediate uveitis this is a very
unusual combination. Thus intermediate uveitis presenting after
or together with arthralgia should lead to the differential diagnosis
of WD. Importantly, Lyme disease and, if gastrointestinal signs are
present, inﬂammatory bowel disease with migratory polyarthro-
pathy, have to be excluded.
Early detection of WD is crucial for preventing irreversible
neurological damage or even a fatal outcome. Although ocular
involvement in WD is very rare, arthralgia is a common early sign;
clinicians should be aware that both can precede intestinal
symptoms and the neurological manifestations of WD.
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